(see Girdlestone 1945 , Taylor 1950 ) as a method of excision of the tuberculous hip, and was later used as a method of primary treatment of osteoarthritis. This operation, is, however, often criticized as unsatisfactory. Admittedly it has the disadvantages of instability and shortening but one can expect to obtain relief of all or almost all pain if the operation is carried out properly. If there is considerable pain after pseudarthrosis the procedure may rightly be regarded as a failure. This pain is usually due to bony contact between the stump of the femur and the pelvis in the region of the acetabulum. To carry out the operation properly it is necessary to remove the whole of the head and neck of the femur flush with the greater and lesser trochanters, so that there is no projection at all from this region -especially from the posterior part of the neck of the femur, and from the calcar femoralis where it is particularly easy to leave a bony spur.
Equally important is the removal of any projection from the acetabulum, where the common part to project is the roof, though a projection from the back of the acetabulum may be left and be a cause of contact with the femur, pain, and failure of the method of treatment.
Clinically these patients with contact between femur and pelvis usually present with symptoms very similar to those of osteoarthritis. At first they suffer pain on movements of the hip when weight-bearing, and later will get pain even at rest.
The cause becomes clear when X-ray examination reveals a large and obvious spur of bone, but in some cases the spur is not obvious, though unwanted contact may be appreciated by the fact that there is sclerosis present at this point of contact between pelvis and femur (Fig 1) .
Treatment is to remove the projecting contact spur of bone, whether from femur or acetabulum. Following operation it is essential to manage the patient as though a primary pseudarthrosis had just been carried out. Many of the failures of' pseudarthrosis are due to failure to follow the correct post-operative regime. Following operation, the patient should be nursed with traction on a Thomas splint for not less than one month. A cast is then taken so that a weight-relieving caliper can be made. Whilst this is being made, Russell traction is maintained, the patient meanwhile receiving physiotherapy aimed at redevelopment of the power of abduction and flexion, and the restoration of movement -the treatment pool being particularly valuable. At eight weeks the patient should be able to begin walking in the caliper, with an appropriate raise on the shoe, and will soon be able to return home.
The caliper should be retained for not less than six months, after which it may be progressively discarded. Traction is essential to ensure that the femur is separated from the pelvis, whilst the intervening hematoma organizes and fibrous maturation begins; the caliper is needed to relieve as much stress as possible on the maturing fibrous union between femur and pelvis, and thus to reduce the amount of shortening.
